Introduction
Volvulus of the transverse colon is an uncommon event. Although this segment of the colon is often quite mobile and redundant, its wide based mesenteric attachments prevent frequent torsion. Previous reports are largely limited to single cases although there are some collected series of as many as 18 cases (Kallio, 1932) . In this article, the authors report another case of volvulus of the transverse colon and review previous publications on the subject.
Case report
A 29-year-old asthenic female computer programmer was admitted as an emergency to Cossham Hospital. She The volvulus was reduced, this being facilitated by aspiration of the intestinal gas with an 18-gauge needle passed obliquely through the colonic wall. The needle track was then closed with a chromic catgut suture, Since the long redundant loop of trinsverse colon was viable, a modified colopexy was perforrned, The loop of transverse colon hanging in a broad U-shape was sutured to the adjacont ascending and descending limbs of the colon with a continuous chromic catgut seromuscular suture on each side (Fig. 3) . Postoperatively the patient made a good recovery. Bowel sounds were present on the first postoperative day and by the third day she was tolerating a full diet. Nine months after surgery she remains well, and there have been no further episodes of abdominal pain. A barium enema 4 months postoperatively demonstrated the redundant loop in a good position with normal haustration and function.
Discussion
Volvulus of the colon is said to account for between 3%° (Boley, 1958) and 10% of colonic obstructions (Kerry and Ransom, 1969) . In a review of previous publications between 1961 and 1969, Kerry and Ransom (1969) reported 306 cases of colonic volvulus, of which only 4%/ involved the transverse colon. Such figures, however, do not take into account geographical variations in the incidence of this problem, and early reports (Kallio, 1932; Bruusgaard, 1947) (Figiel and Figiel, 1954; Boley, 1958) , or congenital bands (Weir and Wong, 1959) .
To this can be added surgical defects in the small bowel mesentery through which the transverse colon might herniate and then twist. The most common anatomical abnormality appears to be the close approximation of the points of fixation of the transverse colon at the hepatic and splenic flexures with a long redundant transverse colon in between.
This anatomical variation may arise in several ways:
(i) as a result of a congenital problem with or without malrotation (Boley, 1958; Kerry and Ransom, 1969) ; (ii) elongation of the transverse colon and its mesentery as a result of a high fibre diet (Singh and Kochber, 1970; Boley, 1958) -this is said to be the reason for the high prevalence of the condition in India and Eastern Europe, or conversely as a consequence of chronic constipation in elderly subjects (Boley, 1958; Kerry and Ransom, 1969) ; (iii) it may arise in an acute situation with overdistension of the transverse colon as may occur in acute distal obstruction (Boley, 1958, Kerry and Ransom, 1969) or following the insufflation of air during colonoscopy (Britton et al., 1977) . A number of secondary contributing factors have also been described. Lesions within the colonic wall such as submucosal hamartomas (Lapin et al., 1973) have been implicated. Malreposition of the colon after surgery (Zaslow and Orloff, 1954; Cope, 1968) has been described, and the condition has also presented in the post partum period (Murray, 1959) . Single cases have been described in association with organo axial volvulus of the stomach (Jones and Jopes, 1972) , after trauma (Massot and Laine, 1965) , and in a patient with scleroderma (Budd et al., 1977) .
Clinical
The clinical features are those of any acute volvolus of the colon, including the sudden onset of colicky abdominal pain, distension, absolute constipation and at a later stage, vomiting. As illustrated in this case report a significant number of patients have a history of recurrent episodes of pain and abdominal distension, relieved by a bowel motion. These probably represent attacks of volvulus followed by spontaneous reduction before the episode eventually resulting in surgery (Martin and Ward, 1944; Figiel and Figiel, 1954; McGowan, Soriano and McCausland, 1957; Kerry and Ransom, 1969) . The 4 most common physical signs in all cases of volvulus are abdominal distension, a visible or palpable abdominal mass, shock and pyrexia (Kerry and Ransom, 1969) . In transverse colon volvulus this mass is most often located in the right upper quadrant of the abdomen. As time elapses signs of vascular insufficiency of the involved loop may become apparent.
The diagnosis of this uncommon condition depends upon radiological investigation (Figiel and Figiel, 1954; Boley, 1958; Kerry and Ransom, 1969) . Typical findings on plain films include massive dilatation of the colon and with loops having the appearance of a 'bent inner tube'. There may be redundancy or malposition apparent on the films, and a double air-fluid level due to 'closed loop obstruction' as is also characteristic of volvulus of the sigmoid colon (Kerry and Ranson, 1969) . Some authors (Boley, 1958) emphasize the value of a preoperative barium enema and indeed in several cases (Figiel and Figiel, 1954) (Singh and Kochber, 1970) but there is a considerable risk of recurrence, indeed, as already noted, many of these patients present with a history suggesting previous volvulus of the transverse colon with spontaneous reduction. Primary simple reduction followed by a secondary resection might be considered a safer procedure. Fixation of the redundant loop of transverse colon to the anterior abdominal wall (McGowan et al., 1957; Jones and Jones, 1972) seems to be a simple and effective procedure and has been combined with decompression of the transverse colon using an indwelling De Pezzer catheter (Zaslow and Orloff, 1954) . The present authors report a further alternative to resection -reduction and decompression followed by parallel colopexy (Fig. 3) 
